The RVU value for total work accounts for 48.3% of the total relative value and involves a physician's time to completion of a given task, technical skill and physical effort, mental effort and judgment, and stress due to potential risks. 10 Total work values are updated annually to account for changes in medical practice. The RVU for practice expense accounts for 47.4% of the total relative value and is the general cost associated with a given practice. 10 This component was initially derived from average Medicare-approved charges from 1991 and a portion of each specialty's revenue attributable to practice expense. The professional liability insurance RVU accounts for approximately 4% of the total relative value and was added in 2000 by the CMS. 10 The RBRVS fee schedule was originally designed to stabilize differences in office visit fees and procedural costs for both specialists and primary care physicians (PCPs). Assuming budget neutrality and an absence of service volume changes, Hsiao et al 11 believed that fully implementing the fee schedule by January 1992 would increase the Medicare income of family practi tion ers by more than 30% and decrease the income of most surgical specialties by 10% to 20%. McMahon 8 voiced concerns in 1990 that the Harvard group "surveyed too few cases to cover the range of clinical practice in a specialty, had too little input in the selection of cases that were judged to be the same or equivalent between specialties, and used an unproven extrapolation methodology to assign final values for total work to non-surpurpose of this article is to review primary care concerns related to relative value unit (RVU) updates, GME, and trends of student career choices in health care.
The Resource-Based Relative Value Scale: Beginnings
The rollout of Diagnosis Related Groups was not wellreceived by 2 key entities: physicians and hospitals, neither of which could control the charges of health care services for patients who paid with Medicare. Hsiao et al 7 attempted to set a fair value for physician services in each specialty by establishing a nonmonetary RVU for Medicare. The authors defined relative costs by measuring practice costs and the work in medical services across specialties as well as by establishing an RBRVS for evaluation/management services and invasive procedures. 7, 8 It was during this process that osteopathic manipulative medicine was studied and assigned procedural codes for Medicare reimbursement.
Medicare pays physicians for services after submitting a claim using 1 or more current procedural termi- Figure 2 ). The average PCP may earn $3.5 million less in salary than a specialist counterpart over the course of his or her career. 13 Panattoni et al 14 [(Total Work RVU × Total Work GPCI) + (Practice Expense RVU × Practice Expense GPCI)
+ (Liability Insurance RVU × Liability Insurance GPCI)] = Geographically Adjusted RVU Total
2.
Geographically Adjusted RVU Total × conversion factor = Allowable Amount Commission sought to repeal the SGR formula and to replace it "with specified updates that would no longer be The dearth of primary care residency positions uniquely affects osteopathic medical students because the RUC will nonetheless begin to record votes and publish some total vote counts on the AMA website. 24 In March 2012, the AAFP expressed disappointment over the RUC's minimal reforms in PCP representation and announced the AAFP would continue to provide input to the RUC but would also submit data directly to the CMS on a regular basis. 24 The AAFP primary care task force is composed of 1 CMS observer and 21 health policy makers, academic researchers, consumers, and physicians. That same month, the AAFP task force submitted its first recommendations to the CMS, which included 6 new codes for evaluation/management services and improved payment options on the basis of first contact, continuity, comprehensiveness, and coordinationof-care precepts. 25 In light of the AAFP's suggestions for codes and request for separate reimbursement for non-face-to-face encounters, Tavenner and Sebelius, 9 writing on behalf of the CMS, insisted that the current total work calculation is sufficient because it already includes consideration for non-face-to-face encounters. Tavenner and Sebe- As envisioned in 1965, Medicare was to accept part of the cost of GME until society found another way to manage such educational costs. 42 Since its inception, however, Medicare has provided the majority of GME funding: approximately $3 billion per year of direct GME "to hospitals that cover medical education expenses related to the care of Medicare patients" and approximately $6.5 billion per year with indirect medical education "for the added patient-care costs associated with training." 42 Financial pressure on GME has increased because of several factors, including unaltered teaching cost estimates since 1983, lack of direct physician educator control over Direct GME funding, and a Direct GME cap that the Balanced Budget Act of 1997 introduced. In 1994 and 1995, Medicare offered a 6%
inflation-adjusted update to Direct GME for primary care residency positions, including specialties such as general medical graduate residents from entering ACGME residencies and fellowships by requiring either additional ACGME residency year(s) or simply barring entrance due to potentially exceeding the program's maximum 5 years for 100% Direct GME funding. The proposed requirements may also limit future graduates of osteopathic medical schools who wish to enter ACGME residencies and fellowships, thus conflicting with the previous 40 years of cooperation between AOA and ACGME residencies. The AOA recently submitted a formal response calling on the ACGME to rescind the proposed requirements. 43 The AAMC data for ACGME-affiliated programs from 2007 to 2010 reveal an increase in the presence of osteopathic physicians in family medicine, pediatrics, and internal medicine relative to a decrease in the presence of allopathic physicians in the same areas (Table 1) .
44,45
The Electronic Residency Application Service data from 2009 to 2011 bolsters the case that ACGME primary care
residencies are growing at a faster rate than specialty care
residencies, but that the current number of residents and fellows are still predominantly in specialty care. Furthermore, the number of applications received from international medical graduates are increasing at a much greater rate than that of osteopathic and allopathic residency applicants ( Table 2) . 46, 47 The total number of resident applicants, represented by the top 5 residencies by apmany physicians and attributed the economic strains on GME to challenges such as "rapid changes in medical technology, decreased reimbursements for clinical services, increasing uncompensated care, increasing wage costs, and reductions in federal GME payments."
In 2006, the AAMC requested that medical schools increase their student enrollment to alleviate projected physician shortages. 39 The subsequent uptick in student enrollment, however, has not been met with comparable increases in first-year residency positions. Further, the Accreditation Council for Graduate Medical Education (ACGME) has undertaken reforms in residency and fellowship accreditation, which may also limit enrollment of international medical graduates and osteopathic graduates. 39 Talks have begun between the accrediting bodies of both allopathic and osteopathic residencies for consideration of a merger as soon as July 2015.
One innovative strategy to raise the number of GME slots is to shorten the number of years that physicians train, an alternative currently being tested by the American Association of Colleges of Osteopathic Medicine. 40 Another short-term strategy to address shortages in clinical training sites is to add a barrier to entry into residency and fellowship programs. The ACGME proposed Common Program Requirements, effective July 2011, to address alleged concerns regarding resident credentialing. The requirements limited many international tional concerns, future discussions of health care policy reform should address the ballooning practice costs for physicians, health care charges for patients, and educational debt of future physicians.
plicant type, is balanced, on the whole, between primary care and specialty care ( Table 3) . 47 The Whereas more students seem to be choosing primary care, questions remain about how we will manage the primary care shortages.
Further federal policy support, increased lobbying dollars, and careful attention to the history of health care reform might maintain primary care's momentum. Although the present article has limited its discussion to
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